Deficits in a wide array of functional outcome areas (eg, social functioning, social skills, independent living skills, etc) are marked in schizophrenia. Consequently, much recent research has attempted to identify factors that may contribute to functional outcome; social cognition is one such domain. The purpose of this article is to review research examining the relationship between social cognition and functional outcome. Comprehensive searches of PsycINFO and MEDLINE/PUBMED were conducted to identify relevant published manuscripts to include in the current review. It is concluded that the relationship between social cognition and functional outcome depends on the specific domains of each construct examined; however, it can generally be concluded that there are clear and consistent relationships between aspects of functional outcome and social cognition. These findings are discussed in light of treatment implications for schizophrenia.
Key words: social functioning/emotion perception/ social perception/theory of mind Deficits in social functioning, including communicating with others, maintaining employment, and functioning in the community, are observed in many disorders but are a defining feature of schizophrenia. 1 Indeed, social functioning deficits are evident premorbidly in those who later develop schizophrenia 2, 3 and are often present in first-degree relatives of individuals with schizophrenia. 4 Impaired social functioning also impacts the quality of life 5 and predicts outcome in schizophrenia, including relapse, poor illness course, and unemployment. [6] [7] [8] Thus, social dysfunction is a hallmark characteristic of schizophrenia that has important implications for the development, course, and outcome of this illness.
One of the challenges to research in this area is inconsistent definitions of social functioning. This term has been used to apply to self-or other report of interpersonal behaviors, behavior in community settings (eg, skill ratings while shopping), skills of independent living (eg, self-care skills, grooming, financial skills, etc), ratings of social skill in laboratory settings (eg, role-play tests), and ratings of social problem-solving skills. Accordingly, some researchers have taken to describing this conglomeration of domains as ''functional outcome,'' a broader term used to encapsulate all these diverse areas. 9, 10 This review also uses this term, recognizing that it includes strictly social behaviors as well as behaviors that are less purely social, such as engaging in activities in the community and caring for oneself.
Given the critical role of functional outcome in schizophrenia, there has been growing interest in factors that may underlie it. If the nature of these factors can be delineated, interventions may be devised to ameliorate them, which, in turn, may have a concomitant impact on long-term outcome. Neurocognition is one such factor. Whereas most previous research supports a significant relationship between at least one aspect of neurocognition and functional outcome, the amount of variance accounted for is typically rather modest. 5, 9, 11 In fact, although Green et al 11 reported that 20% to 60% of the variance in functional outcome could be explained by composite measures of neurocognition, the variance accounted for in most of the studies was only in the 20% to 40% range; studies reporting variance estimates of greater than 40% were the exception, rather than the rule. Thus, anywhere from 60% to 80% of the variance in functional outcome is unaccounted for by traditional neurocognitive measures, spurring researchers to continue searching for other contributing factors. 11 More recently, social cognition has been identified as a likely contributor to functional outcome. Brothers 12(p28) defined social cognition as the ''mental operations underlying social interactions, which include the human ability and capacity to perceive the intentions and dispositions of others.'' Similarly, Adolphs 13(p231) identified social cognition as ''the ability to construct representations of the relation between oneself and others and to use those representations flexibly to guide social behavior.'' Thus, the theory implies a close association between social cognition and functional outcome because the ability to quickly process social stimuli is essential for social interactions, and problems in this area can impact peer, romantic, and family relationships as well as work/school behavior. In addition, social cognition may impact the functional outcome of independent living skills because accurately assessing social cues from the environment (such as someone responding to body odor by increasing bodily distance or making a facial expression of disgust), and having the social opportunities necessary to learn skills such as home and financial care, may be a necessary prerequisite for making improvements in daily living skills.
There is general consensus that neurocognition and social cognition are related, but different constructs. 5 For example, research examining the neural underpinnings of neurocognitive and social cognitive abilities [14] [15] [16] [17] [18] [19] suggest semi-independent systems for processing nonsocial and social stimuli. In addition, there appears to be only a modest association between neurocognition and social cognition. [20] [21] [22] [23] [24] [25] [26] Thus, social cognition may contribute to functional outcome in a way that is not redundant with neurocognition.
The purpose of this article is to review the extant research on the relationship between social cognition and functional outcome, with an eye toward implications for social cognition as a potential treatment target for schizophrenia. Before a meaningful description of the reviewed studies can occur, definitions of the relevant constructs and a conceptual model are needed.
Definitions
Social cognition is a broad construct encompassing many abilities. The ones identified and studied most frequently in the schizophrenia literature are emotion perception (EP), social perception (SP), theory of mind (ToM), and attributional style (AS).
27 EP (also called emotion recognition, affect recognition, or affect perception) is the ability to infer emotional information (ie, what a person is feeling) from facial expressions, vocal inflections (ie, prosody), or some combination of these (ie, video clips). SP refers to a person's ability to ascertain social cues from behavior provided in a social context, which includes, but is not limited to, emotion cues. 27 SP is also closely tied to social knowledge, which refers to a person's comprehension of social rules and conventions (eg, as stored in social schemas); thus, these 2 abilities will be grouped together. ToM involves both the ability to understand that others have mental states different from one's own and the capability to make correct inferences about the content of those mental states (eg, others' intentions or beliefs). ToM is typically operationalized as participants' ability to understand false beliefs (firstor second-order ToM) or the ability to understand verbal hints. AS refers to an individual's characteristic tendencies in explaining the causes of events in their lives. Research indicates that individuals with persecutory delusions and/or paranoia tend to blame others, rather than situations, for negative outcomes, an AS known as a personalizing bias. 28 The personalizing bias can be understood within a social information-processing framework. Specifically, it has been demonstrated that when forming impressions of others, nonclinical controls automatically make dispositional judgments and only subsequently ''correct'' for situational factors. 29 For example, if you meet someone and they are not friendly, you might infer that they are a rude person. However, if you subsequently learn that the person had just received bad news (eg, someone in their family had died), you would correct that impression in light of the contextual information. Thus, individuals with persecutory delusions do not engage in the second stage of modifying initial impressions. This may be due to a number of factors, including the possibility that individuals with persecutory beliefs have a strong need ''for closure'' (ie, a desire to get a specific answer on a topic or issue, rather than dealing with ambiguity), 30, 31 impaired cognitive flexibility, which prevents individuals with delusions from entertaining other causal hypotheses, 32, 33 and problems with ToM, which has shown an association with personalizing biases in both nonclinical and clinical samples.
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A Conceptual Model of Social Cognition and Functional Outcome
Figure 1 presents our conceptual model of social cognition, as well as its proposed link with functional outcome. The model includes an example of a particular social situation (the reaction of a client with schizophrenia to a coworker who has rushed past him without saying hello) in order to explicate how this model would operate. First, the client may misperceive the emotional expression on the coworker's face to be anger, rather than upset or stressed, and attend to the social cues of rushing past, without observing additional information present in the situation. These misperceptions may then result in the client making a faulty conclusion that the coworker is angry. Subsequently, the next phase of processing involves the client's generation of an explanation of why the coworker is angry. Biases in AS, such as a personalizing bias, led the client to conclude that the coworker is ''angry at me,'' a bias that is not corrected because the client has difficulty putting himself in the coworker's position (ie, deficits in ToM). In other words, the client is unable to grasp the ''emotional and social context'' of the coworker's behavior. This results in the client feeling angry and resentful toward the coworker, which causes him to act in an unfriendly manner toward the coworker in the future (ie, inappropriate social behavior), who in turn avoids the client. This culminates in an increase in the client's general discomfort at work, thus affecting life satisfaction, and creating a vicious cycle whereby the client will anticipate negative S. M. Couture et al. interactions in the future but does not seek information that may contradict these expectations. 37 Thus, his relationships at work will become strained, via difficulties in initiating interactions with others (ie, problems in social skill), via problems in reacting to problems at work (ie, problems in social problem solving), or due to being unable to carry out his work activities (ie, as a result of being distracted by his anger toward coworkers). Therefore, according to this model, impairments (or biases) in social cognition can impact a variety of indices of functional outcome.
Search Strategy
A comprehensive search of the PsycINFO and MED-LINE/PUBMED databases was conducted. Within the domain of social cognition, the following search terms were used: (1) SP, (2) emotion/affect perception, (3) emotion/affect recognition, (4) attributions/AS, (5) ToM, (6) mentalizing/mentalising, (7) social cognition, (8) prosody, (9) social knowledge, (10) mind reading, (11) social cue, and (12) social judgment. Within the domain of functional outcome, the following terms were used: (1) functional outcome, (2) independent living skills/skills of daily living, (3) community/social functioning, (4) work/occupational/vocational functioning, (5) social skill, (6) quality of life, (7) community/social behavior, (8) life satisfaction, (9) social adjustment/dysfunction, and (10) employment. Search terms for schizophrenia included the following: (1) psychosis, (2) schizophrenia, and (3) schizoaffective disorder.
The results from these searches were evaluated for relevance; that is, only studies including at least one statistical technique (ie, correlation, regression, structural equation modeling, t tests, etc) for evaluating the relationship between an aspect of social cognition and functional outcome were included in this review. The majority of studies included assessment at only one time point, although 2 studies 38,39 included assessment of abilities 1 year after baseline as well.
Domains Comprising the Review
For purpose of clarity, we describe below the most commonly used measures within each domain of social cognition and functional outcome that are the focus of this review. Following this, we summarize the findings on the relationship between social cognition and functional outcome in the text, and in tables 1-4, we provide information on each study's measures, results, and effect sizes. Effect sizes were obtained via examination of all provided correlation coefficients in the reviewed studies. In instances when a correlation coefficient was not available, the percentage of variance accounted for or a t statistic was converted to a correlation. Ranges for effect sizes are as follows: #.1 (minimal to small), .1-.3 (small to > moderate), .3-.5 (moderate to large), .5 and above (large), which is in concert with commonly used conventions in the field. 40 In addition, power estimates for each study were calculated for a moderate effect size (r = .3) to determine if the reviewed studies were underpowered (ie, power less than .80).
Due to the fact that social cognition is a multifaceted construct, we have grouped studies in terms of the most common social cognitive domains in the field 27, 41 (ie, SP, EP, ToM, and AS). Four measures of SP were common across studies: the Social Cue Recognition Test (SCRT, included in 3 of the 12 SP studies), 42 ,43 the Schema 
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Social Cognition and Functional Outcome Component Sequencing Task-Revised (SCST-R, 4 of 12 studies), 44 the Profile of Nonverbal Sensitivity (PONS, 2 of 12 studies), 45 and the Situational Features Recognition Test (SFRT, 2 of 12 studies). 42, 43 Two of these measures require judgments about short videotaped vignettes (eg, SCRT and PONS) and are clearly SP in nature, whereas the SCST-R and SFRT assess social knowledge. Additional, less commonly used measures of SP are presented in tables 1 and 4.
Within the domain of EP, the most consistently used measure was the Facial Emotion Identification Task (FEIT, tables 2 and 4; 6 of 10 studies). 46 In the FEIT, participants choose from among 6 emotion words (happy, angry, afraid, sad, surprised, and ashamed) to describe the facial expression depicted in black-and-white photographs. Other studies used similar measures, including the Pictures of Facial Affect (3 of 10 studies) 47 and the Facial Emotion Discrimination Test (3 of 10 studies). 46 In addition, EP was also measured via other modalities, such as measures of vocal affect perception (2 of 10 studies, Vocal Emotion Identification Test), 46 and video tasks including both vocal and facial affect cues (Bell-Lysaker Emotion Recognition Test), 48 and the Videotape Affect Perception Test, 49 included in 3 of 10 studies).
The only consistently utilized ToM measure was the Hinting Task (tables 3 and 4; 2 of 4 studies), 50 which requires participants to listen to a story presented verbally and ascertain what one character intends when she/he provides a verbal hint to another character. Other studies used some form of ToM ''story'' (either verbally, with cartoons, or both), which required participants to ascertain characters' false beliefs. Finally, AS was typically assessed with a questionnaire that described various situations (eg, your friend forgot to pick you up from work), following which, participants are asked to devise an explanation for why this event occurred. These explanations are often coded by the participant him/herself (eg, whether the outcome was due to themselves or others) or by research assistants (eg, for how much the responses involves an internal or external attribution and/or a hostile response). 51, 52 As functional outcome is also a multifaceted construct that has been measured in diverse ways, we have divided most measures of functional outcome into 4 main areas as follows: social behavior in the milieu, community functioning, social skills, and social problem solving. Social behavior in the milieu is comprised of staff-rated assessments of the participants' behavior in a variety of treatment settings. Examples of measures included in this 54 Community functioning encompasses a wide variety of behaviors and activities related to independent living skills, such as social or work functioning. Examples of measures used to assess this construct are the Role Functioning Scale 55 and the Quality of Life Scale, 56 with most measures being rated by the interviewer. The area of social skill was conceptualized as those studies that used role-play tasks in which specific interactional skills were rated (eg, eye contact, voice volume, meshing, etc). Finally, social problem solving was defined as the ability of participants to generate solutions to everyday social problems. The most commonly used measure in this area is the Assessment of Interpersonal Problem Solving Skills, 57 although one study used the problem solving subscale of the Independent Living Scales. 58 It should be noted that when measures were identified by the authors as assessing ''social skill'' or ''social problem solving,'' they were only included in the review if direct observation of social skill or social problem solving behavior occurred, so as to differentiate it from more cognitively based skills. In the following section, we summarize the relationship between each social cognitive domain and the 4 indices of functional outcome.
The Relationship of Social Cognition to Functional Outcome
SP
There is general support for a significant association between SP and social behavior on the milieu (tables 1 and 4). Specifically, 3 studies reported significant relationships between SP and social behavior in treatment settings, 59 -61 although 1 did not. 62 The null findings for Penn et al 62 may have been due to the fact that the measure of SP, a social sequencing task (similar to the SCST and Picture Arrangement task), was developed for this study and did not have well-established psychometric properties. SP has also shown a consistent relationship with community functioning 10,62,63 across a variety of tasks and indices of functioning and predicted community status (ie, inpatient or outpatient). 64 Likewise, a robust relationship has been found between SP and social problem solving, [65] [66] [67] although these findings were mostly observed within inpatient samples. In contrast, the link between SP and social skill has not been firmly established because one study supports an association, 68 whereas two do not. 59, 69 Although the only notable difference between these studies is the higher educational level of participants in Pinkham et al 68 study that found positive results, it is unclear if this is contributing to the discrepant findings.
The studies reviewed above generally used correlational analyses to examine the relationship between SP and functional outcome. A number of recent studies have extended this line of research to investigate whether SP mediates the relationship between neurocognition and functional outcome. Specifically, Sergi et al 10 and Vauth et al 61 used path analysis and Structural Equation Modeling, respectively, to show that SP does serve as a mediator between neurocognition and outcome, findings that have been replicated in a recent study that used multiple regression. 65 In summary, SP has generally demonstrated significant relationships with most measures functional outcome, as evidenced by 10 of the 12 studies finding evidence for significant associations (see tables 1 and 4), although the specific link with social skill remains equivocal. Effect sizes for these studies range the gamut, from null findings to large effects. Thus, SP may be more relevant for some social behaviors more than others.
EP
There appears to be a relationship between EP and social behavior in the milieu (tables 2 and 4), 44, [70] [71] [72] although there are exceptions. 62 The study which did not support a relationship is methodologically similar to the others; thus, the reason for this discrepancy is unclear. However, it is important to note that most studies found evidence for moderate to large effect sizes for the relationship between EP and social behavior in the milieu, with the exception of Brune. 73 Consistent with the foregoing, the majority of studies show a significant association between EP and social skill, 68, 69, 72 although there are exceptions. 70 Again, the reason for these discrepant findings are unclear, although Cohen et al 70 study had a substantially larger percentage of males than the other studies. EP also has a fairly consistent relationship with community functioning because 2 studies clearly support an association 38, 74 and a third found 3 of 6 correlations of EP and community functioning to be statistically significant. 39 No study has yet examined the relationship between EP and social problem solving. Finally, there is preliminary evidence that EP may mediate the relationship between neurocognition and functional outcome. 38 In summary, EP is consistently associated with community functioning, and there is good support for a relationship with social behavior in the milieu and social skill as well. Finally, the relationship of EP to social problem solving is unknown.
ToM
To date, few studies have examined the relationship between ToM and functional outcome. 75 Brune 73 examined the relationship between ToM and social behavior in the milieu and found that 3 of the 11 correlations between these domains were statistically significant. However, it should also be noted that of the nonsignificant correlations, only 2 would be interpreted as a null effect (ie, r < .1). Pinkham and Penn 68 found that performance on the Hinting task was associated with overall social skill among outpatients with schizophrenia. In the only study examining the relationship between ToM and community functioning, 5 of the 11 correlations conducted between a combined index of ToM or second-order ToM and community functioning were significant; none were significant if only first-order ToM performance was examined. 76 Additionally, ToM was related to premorbid social functioning as coded (poor or good) from chart records. 77 Finally, no study to date has examined the relationship between ToM and social problem solving.
Thus, given the relative paucity of studies in this area, it is difficult to draw firm conclusions about the relationship between ToM and any one domain of functional outcome. However, there is some preliminary evidence that ToM is related to social skill, community functioning, and social behavior in the milieu, although these results clearly require replication. It should be noted that all these studies found at least some significant results (including Brune 73 ), but few of them presented reliability estimates on their ToM measures. This is a critical methodological issue, given the low reliability reported for ToM vignettes (.31) of Pinkham and Penn 68 , which is a commonly used measure in this area.
AS
Only 2 studies have examined AS and functional outcome. Lysaker and colleagues 51 found that the number of stable attributions made was related to community functioning. Waldheter et al 52 found that having a ''hostile attributional bias'' predicted a small, yet significant amount of variance in aggression on an inpatient unit (ie, social behavior in the milieu), even after accounting for previous violence history. Clearly, however, more research is required before confident conclusions can be drawn about the relationship of AS to functional outcome.
Conclusions and Future Directions
The purpose of this review was to examine the relationship between social cognition (SP, EP, ToM, and AS) and functional outcome (social behavior in the milieu, community functioning, social skill, and social problem solving). Based on this review, we have drawn the following conclusions: First, there is a fairly consistent relationship between SP and various domains of functional outcome, particularly social problem solving, social behavior in the milieu, and community functioning. There is promising, but still inconsistent, evidence for a relationship between SP and social skill. Finally, there is growing evidence that SP may serve as a mediator between neurocognition and functional outcome. Second, EP appears to have a fairly consistent, yet modest, relationship with community functioning, social skill, and social behavior in the milieu, while no study has examined its relationship with social problem solving. Finally, one study suggests that EP may mediate the relationship between neurocognition and functional outcome.
Third, the domains of ToM and AS have received far less attention in terms of their functional significance. Current work is suggestive of a significant association between ToM and social skills and possibly with community functioning and social behavior in the milieu, but clearly more research is needed to draw firm conclusions. Only 2 studies have examined the relationship between attributions and functional outcome. This is likely due to the fact that AS has typically been studied in the context of persecutory delusions, rather than functional outcome. However, findings suggest that attributions might be related to functional outcome, particularly those in which the behaviors match the content of the attributional biases (eg, hostile attributional biases and aggressive behavior). 52 These conclusions, however, should be met with caution due to the early and still developing nature of the literature. As more data become available on the relationship between social cognition and functional outcome, and some of the methodological problems plaguing this area are addressed in future studies, the findings from the current review may or may not change.
This review raises a number of issues that need to be considered in future research. At the conceptual level, a critical question is which aspects of functional outcome are expected to change to relate to specific domains of social cognition. In the extant literature, many studies focus on the notion that there should be a relationship between social cognition and functional outcome, but these relationships are generically defined, and do not specify which domain of social cognition should relate to which domain of functional outcome. In essence, the field needs to move from exploratory-based studies to hypothesisbased ones. For example, one might expect social cognition to be more strongly related to laboratory-based direct assessments of particular skills, rather than to community functioning. In fact, performance-based assessments might provide the most theoretically relevant link to neurocognition and social cognition in that they assess whether individuals are capable of performing certain behaviors in specific situations. 78 Of course, these skills are influenced by factors such as the motivation of the individual, but arguably, they provide a closer approximation of an individual's competence in particular areas than other measures of functional outcome. Broaderbased domains of functional outcome (eg, recreational and work functioning) are not always strongly related to performance-based assessments, 70, 79, 80 and in addition, they may be influenced by factors outside the individual's control, such as level of social support, financial means, personal resources (eg, having an automobile), etc. 38 A related conceptual issue is how social cognition relates to functional outcome. The majority of studies in this review examined social cognition and functional outcome at a single time point, thus assuming that they covary with one another, but with little consideration for causal relationships. In addition, as noted above, 2 longitudinal studies found evidence that EP was predictive of functional outcome at a later time point. 38, 39 These findings provide preliminary support for a causal relationship between social cognition and functional outcome, but clearly more long-term studies are needed.
The review also raises a number of critical methodological issues. First, it is essential for future studies to use well-defined measures of functional outcome and multiple measures of social cognition to help elucidate the relationships between these constructs. Currently, it is difficult to examine specific relationships or employ meta-analytic techniques, given the different measures utilized across studies. Of course, the National Institute of Mental Healths' Measurement and Treatment Research to Improve Cognition in Schizophrenia program (MATRICS) 81, 82 is an important step in this direction because well-defined measures of neurocognition have been chosen to comprise this battery (and a number of social functioning tasks are included under secondary outcomes). However, only a single social cognitive measure is included in the MATRICs battery (the Mayer-SaloveyCaruso Emotional Intelligence Test), 83 and it does not address the range of social cognitive abilities impaired in schizophrenia. Second, it is important for future studies to clearly operationally define the constructs of interest as well as to utilize measures with sound psychometric properties. For example, we noted that basic psychometric information for ToM measures, such as reliability and validity, are often not presented and, when they are, their coefficients are not satisfactory, 68 a problem that also has been observed for measures of EP. 72 Third, sample characteristics, such as years of education achieved, duration of illness, and medication dosages, were inconsistently reported. Relatedly, over half of the reviewed studies had samples with over 70% of the participants being male. Given that schizophrenia occurs fairly often in females and that females with schizophrenia may have different illness trajectories and perhaps better social functioning, treatment response, and neuropsychological abilities than males, [84] [85] [86] it is critical for future work to attempt to recruit women with schizophrenia more heavily.
Fourth, over half of the research in this area included only inpatients. Although improving functioning in treatment settings (ie, social behavior in the milieu) is a valuable treatment goal, increasing current understanding of outpatient community functioning may be more pressing, given the move toward community-based care and that the largest subgroup of individuals with schizophrenia are outpatients. 87 And finally, most studies were underpowered. Specifically, 65% of studies had power estimates of .50 or less for detecting a moderate effect size, whereas only 17% of studies had adequate power of .80. Thus, extant research in this area may be underestimating significant findings due to the majority of the studies suffering from low statistical power.
Despite these limitations, it is clear that significant relationships exist between the domains of social cognition and functional outcome. Given the preliminary evidence that social cognition does have functional significance in schizophrenia, there has been growing interest S59 S. M. Couture et al. in devising interventions aimed at improving functional outcomes via remediation of social cognitive deficits. The rationale for this endeavor is further strengthened by the fact that prominent current interventions, such as symptom-focused cognitive behavior therapy (CBT), show limited generalizability to improvements in social functioning. [88] [89] [90] The social cognitive interventions that have been developed to date can be classified as either ''targeted'' or ''broad based.'' Targeted interventions focus on a specific social cognitive domain (eg, EP), whereas broad-based interventions combine a variety of psychosocial approaches, including cognitive remediation, social skills training, and social cognitive skill building. Several targeted interventions have been shown to improve EP in schizophrenia. [91] [92] [93] [94] [95] [96] Similarly, broad-based interventions have been found to improve some of the cognitive and social cognitive skills that they have targeted. [97] [98] [99] [100] [101] [102] These findings are promising but also highlight several key issues that remain unaddressed. First, can we expect the narrow focus of targeted interventions to yield improvements across social cognitive domains or to generalize to social functioning? Second, if targeted interventions are too narrow, are broad-based interventions too burdensome? That is, is it necessary to stack social cognitive training atop intensive cognitive remediation and social skills training or might social cognitive training alone be sufficient to improve social functioning?
In an effort to address these issues, our research group has recently developed a social cognitive intervention that targets the 3 major domains that are impaired in schizophrenia: EP, ToM, and AS. Social Cognition and Interaction Training (SCIT) is an empirically derived, multimodal, 24-week group intervention for individuals with schizophrenia. Preliminary results from SCIT are promising. In our first (uncontrolled) pilot study, we showed that SCIT was associated with improvements in ToM, AS, and symptoms and that social cognitive and symptom improvement was independent of one another. 103 In a second pilot study, an initial group of participants who received SCIT showed improvement in all 3 social cognitive domains (EP, ToM, and attributions) as well as social functioning (as measured by the Social Functioning Scale 104 and aggression on the ward (as measured by incident reports) and showed a reduced need for closure and better tolerance for ambiguity (D. R. Combs, S. D. Adams, D. L. Penn, D. L. Roberts, J. Tiegreen, P. Stem, unpublished data, 2006) (as measured by the Need for Closure Scale). 105 All effect sizes were in the medium to large range. Although promising, these preliminary, open-trial results require replication in a controlled study before confident conclusions can be drawn.
At the current juncture, it is unclear how successful these social cognitive interventions will be; similar attempts in the cognitive remediation literature have been met with only modest success in improving neurocognitive abilities 106 or in impacting functional outcome. 107 However, it is hoped that over time, these interventions will play a prominent role-alongside medication management, CBT, social skills training, and cognitive remedation-in addressing the perennial riddle of improving functional outcome in schizophrenia.
